INTRODUCTION
The present paper reports on a study to document the strategies used by female rural and remote general practitioners to enable sustainable practice. A total of 113 strategies were identified by an expert panel of female doctors.
More than half of young doctors training for rural general practice are female and women comprise more than 70% of the 2002 general practice rural registrar intake. This has profound implications for rural medicine. Several authors [1] [2] [3] [4] [5] have identified an emerging cultural change among younger doctors within the rural medical workforce led by women. This change makes it urgent that we develop a systematic understanding of how women are engaging in rural practice in Australia.
WHY WOMEN?
Studies published by the Australian Medical Workforce Advisory Committee 1998, 6 Australian Institute of Health and Welfare 1996 7 and the Department of Human Services and Health 1995 8 have documented the increasing participation by women in the medical workforce and their relative shortage in rural medicine.
The Australian Medical Workforce Advisory Committee has produced two major reports on issues for women in medicine. The 1998 report 6 found that: (i) of the 7235 clinicians in rural and remote areas, 1614 (22.3%) were female; and (ii) in 1995, 27.2% of the medical workforce was female.
The report confirms the underrepresentation of women in rural medicine. It notes that male and female practitioners participate in the medical workforce differently and that female doctors bring with them distinctive values, interests and work practice preferences. It recommends that AMWAC continue to monitor trends in medical workforce training and explore innovative approaches to participation and retention. 6 The Brennan report on Trainee Selection in Australian Medical Colleges 9 also found that the recent presence of women in large numbers in the medical workforce will have a profound effect on the workforce and the culture of the workplace. It recommended that '... employers and Colleges need to come to grips with this reality and not simply assume that the past, male dominated system will somehow adapt to the new order' (p. 67). 9 The 1998 General Practice Strategy Review report Changing the Future Through Partnerships considered the question of women in rural medical practice and found that '... a growing number of female graduates would like to make a contribution to rural practice', 10 but that their experience has not always been positive. The report identified two particular problems: (i) organisational arrangements are not sufficiently flexible to accommodate their lifestyle needs; and (ii) they experience additional difficulties to do with social attitudes and notes that these problems are well documented in the Australian College of Rural and Remote Medicine (ACRRM) Prospectus.
The report of the Ministerial Review of General Practice Training, The Way Forward , also draws attention to the need to systematically consider issues for women in medicine. It '... applauds Monash University's work on undergraduate curriculum processes dealing with female rural general practitioners' needs' and states that a strategic approach across the education continuum is required. 11 Recommendation 10 of the Ministerial Review of General Practice Training reads: ' The Review Group recommends that the proposed National Council for General Practice Education and Training advise on strategies to meet the education and support needs of current and prospective female rural general practitioners.' 11 The review also draws attention to the potential role of the ACRRM in ensuring relevant curriculum for female practitioners. The ACRRM's Prospectus 12 includes a section on Women in Rural Practice that has, as its objectives, the following: (i) to encourage women doctors to work in rural areas; and (ii) to encourage the development of patterns of practice in rural medicine that support and celebrate women medical practitioners. 12 This is important confirmation that rural doctors recognise the need to address gender issues in undergraduate and postgraduate medical education and practice.
IDENTIFYING WOMEN'S EXPERIENCE
The National Rural General Practice Study 13 conducted in 1996/7 (NRGPS) demonstrated that female doctors are satisfied with different aspects of rural practice compared with men. In that study, women were particularly satisfied with their family and social environment, peer support, physical location and non-clinical work, and these were the issues of least importance to the general population of rural doctors. The National Rural General Practice Study also found that three of the four issues considered the least important in contributing to quality of life among all rural doctors (practising public health, availability of nonmedical practice education, access to health care for your own needs) were rated as more important by women than men. That is, the small number of women makes it hard for their voices to be heard.
Data about the educational and support needs of female rural general practitioners have been collected and analysed by Tolhurst et al. , 14 who also found that '... because a rural doctor tends to be male, the aggregate results of research into the needs of rural GPs tend to reflect the needs of male GPs'.
The recent study of female rural doctors in New South Wales by the NSW Rural Doctors Network (RDN) 15 confirms this suggestion. McEwin also surveyed a sample of male rural doctors and compared their expressed needs with both those of women and those being addressed by the NSW RDN. She found that the programmes being implemented by the NSW RDN reflected the issues raised by the men, but not yet those raised by the women.
The reports by McEwin 15 and a similar survey conducted for the Rural Workforce Agency of Victoria by Wainer 16 have built on the work of Tolhurst et al. 14 to articulate and rank the issues of importance to rural women doctors.
One of the conclusions from the Victorian female rural doctor survey was that the major struggle for women is to reconcile their multiple roles with workplace structures based on the assumption that the country doctor has a partner taking care of home life, or else has no home and family. 16 Thus, the study reported here builds on a need identified by policy bodies for a more accurate understanding of female rural medical practice and a body of work that has started to articulate that practice.
THE STUDY
This is a descriptive study of the strategies used by women in sustainable rural medical practice using the Delphi technique. Ethics approval was granted by Monash University.
Delphi technique
The Delphi technique involves repeated rounds of communication with an expert panel, starting with an openended question to enable a wide range of responses and ending with consensus. It is a well-established research method designed to use the judgement of experts to provide scientific evidence in fields that have not yet developed to the point of establishing formal scientific laws. 17 It is a procedure for eliciting and refining group opinion and replaces direct debate with a carefully designed programme of sequential interrogations interspersed with information and opinion feedback. It is widely used within health research and is particularly suited to a widely dispersed group such as rural doctors.
The expert panel
The selection of the expert panel was done through cooperation with the ACRRM.
Welch et al. 18 established that 80% of new information about health issues in a rural town could be obtained by interviewing seven key informants. Using this as a guide, between five and 12 women for each state and territory were contacted and agreed to take part in the Delphi round.
The expert panel comprised 36 women from rural and remote practice from all areas of Australia. Women were preferentially selected if working in small (population 1000-5000) rural and remote towns. They are coresearchers in the project, they hold the information and the researcher has the role of eliciting and reporting on it.
The women were sent a 15-item questionnaire that sought to locate them in their community, their practice and their family. Eighty-five per cent of the women were in a stable relationship, including one who identified herself as lesbian, 12% were single parents and one coresearcher was single with no children. Their ages ranged from 30 to 62 years and most were in their early 40s.
Twenty-eight women agreed to be part of a Female Rural Doctor Research Network.
Delphi first round
The purpose of the Delphi study is to identify the core strategies that comprise successful rural practice for women. The question asked in the first round was 'What have you done to make practising rural medicine work for you?' The open-ended question from the first round generated 113 strategies. The responses fell into a number of categories and these have been used for purposes of clarification and refinement and also to make the data manageable.
The qualitative analysis software Nvivo (Qualitative Solutions and Research, Melbourne, Australia) was used to generate reports of the number of responses in each strategy. This was developed into a convergence figure for each strategy that ranks them for internal coherence. The coherence rating was developed by dividing the number of strategies by the number of women who suggested them. Fewer strategies nominated by more women indicated greater coherence and, thus, the highest level of agreement. Table 1 provides examples, in the words of the women, of the strategies used to make rural medical practice work for them.
The themes that came through strongly were the importance of being well prepared with the professional skills required for rural practice, the value of working in a practice environment that was flexible and compatible with the women's other responsibilities and the importance of integration of self and family into the rural context. Almost all strategies were quite sex specific and unlikely The other strategies are more sex specific and reflect the complex lives women lead and their additional work as the main carers for their families. Sixty-five per cent of Victorian female rural general practitioners reported that they have primary responsibility for the care of their children and they are the doctors who work the least clinical and non-clinical hours (p. 15). 16 The strategies identified by the women in the Delphi study reflect the innovative ways women manage this and, particularly, the importance of practice structures that respect their other roles and value their contribution to rural medicine.
Some women took on non-clinical work that was more predictable in hours, for example:
Ongoing modification of hours of work and after hours commitment to make life workable for me and my family. The women searched for practice arrangements that suited their lives and their style of practice. Some were able to find this, while for others the only way to obtain this was to set up their own practice:
Negotiated with (life) partner who is/has been practice partner to share skills (e.g. he does obstetric deliveries/ procedures and more complex procedural skills and I do more women's and mental health). This means I earn less in the practice but because we are in partnership this is not a problem so far.
Ensured that in my first year out I discussed, in depth, the issues of on-call, fair payment for work. I was lucky in that my first partner agreed to a 50% split partnership. Despite the fact that as a woman I tended to see more c + d consults and, initially, of course, I was slower than him, we still split the profits and costs 50%. We split the on-call evenly as well. Both of us could do anaesthetics, minor procedures and mids.
When the choice of practice proved to be wrong, particularly because of its inflexibility and refusal to provide adequate maternity leave, I had to decide where to go next and opted to start a practice of my own to develop the working environment I felt was required to offer the service I wanted to offer to patients as well as give me a sustainable lifestyle. This involved gaining business Flexibility in professional training and practice structures has been identified consistently as a major issue for female doctors. 15, 16, 19 The women in the present study described the ways in which they skirted their way around inflexible systems. There were women who found a place that welcomed them both as doctors and as women, although for most women the compromises and flexibility had to come from them so they could fit existing structures. They did this by developing interests outside medicine, putting limits on their availability and learning from other women that the need to do so was a problem with the system, not with them:
Developed my interest in farming, winegrape growing and made friends in these industries as a diversion from the medical sphere.
Interacting with other female doctors was one strategy used to deal with the discomfort of working with a practice and personal style that was not validated in a rural context:
Learnt to avoid being a victim when male colleagues discriminate (bad in North Queensland) ... and learnt to be more assertive and operate outside my personal comfort zone.
Most of the women took it upon themselves to find ways to make an inflexible system with incompatible work practices acceptable, often with the help of friends and extended family, like the doctor who '... developed a supportive network of friends prepared to bail me out when babysitting, meals are required'.
The women identified many innovative ways in which they contribute to their communities by bringing in additional skills, particularly in mental and women's health, and by working with Divisions of General Practice to develop self-care and trauma programmes for doctors and public health initiatives. There is a sense of pride in these achievements and a quiet pride in the skills and attitudes they bring to rural medicine.
Delphi second round
In the second round, the expert panel was asked to rank the strategies they had identified in order of importance from 8 to 1, with 8 being the most important and 1 the least important (Table 2 ). This resulted in a different ranking from that shown in Table 1 . Whereas the strategies identified most often by the expert panel were those relating to obtaining and updating professional skills, this was only the third most important of the strategies when ranked by the panel.
The number one strategy identified by the expert panel is that of structuring rural practice to include the way they work as women, followed by the implementation of personal strategies and obtaining and updating appropriate professional skills.
The next task for rural medicine is to develop sustainable models of practice for female and male rural doctors. The expert panel has identified practice structures as the place to start. Female rural doctors have implemented flexible hours, changed waiting rooms, patient information practices, structured communication with practice staff, cooperative working arrangements with male colleagues, shared on-call and time off after being on call, setting limits, building in time for paperwork, accepting help from Divisions and colleagues, working in salaried positions, scheduling appointments to leave time for emergencies and finding supportive professional and life partners.
The strategies of the women who were surveyed can be summed up by the remote area doctor who says sustainability for her is '... having goals and vision (light at the end of a tunnel), being flexible, especially with organisational changes and growth, and to retain a sense of humour'.
While individual women are developing individual solutions, the expert panel has identified the need for supportive practice structures as the most important contribution to sustainable rural practice for women. This is the responsibility of the whole profession, not the individual woman. It seems that the women are putting into place, for themselves, professional and personal structures necessary for sustainable rural and remote practice and that these can be appropriately supported by their professional organisations.
CONCLUSIONS
Female rural doctors find ways to work around the challenges of the job. They organise practice structures, skill themselves for the extended nature of rural practice, set limits and establish flexible work and complex family arrangements to enhance the dance between self, community, family and practice.
The evidence from the present study can be used to help existing medical practices to restructure so that they are attractive to women, rural communities to negotiate service agreements and support structures that will attract women, rural workforce agencies to ensure that their programmes of support are accessible and appropriate for female rural doctors and medical colleges to structure regional training programmes sensitive to the needs of women.
